Two patients with Huntington's chorea were anaesthetized successfully with a technique including thiopentone, nitrous oxide and either a narcotic analgesic or halothane; pancuronium was employed for myoneural blockade.
ataxia for 5 yr, choreiform movements and mental deterioration, and at the time of admission was completely bedridden, unable to communicate and demented. Treatment included phenobarbitone 30 mg three times a day, chlordiazepoxide 25 mg twice a day and diazepam 10 mg four times a day. The patient's father had died of Huntington's chorea.
Physical examination on admission revealed a disoriented, 48-yr-old male with gross choreiform movements. There were a few coarse rales bilaterally on chest auscultation. There were no abnormalities in the chest x-ray or e.c.g., or in routine haematological and serum biochemical studies.
The patient was prepared for surgery with chest physiotherapy and pulmonary toilet, and on the third day in hospital underwent anaesthesia. Premedication was with atropine 0.5 mg, droperidol 2.5 mg and fentanyl 150 \ig i.m. Anaesthesia was induced with thiopentone 100 mg i.v. followed by pancuronium 4mgi.v. and tracheal intubation. Anaesthesia was maintained with nitrous oxide 60% and halothane 1 % in oxygen. At the end of the procedure, neuromuscular paralysis was antagonized with neostigmine 2.5 mg with atropine 1.2 mg i.v. The duration of anaesthesia was 75 min. Spontaneous respiration returned within 2 min and the tracheal tube was removed without difficulty. The course after operation was uneventful, and the patient was discharged on the 3rd hospital day.
Patient 2
A 53-yr-old female was undergoing exploratory laparotomy because of a pelvic mass. At age 38 yr she first noted abnormalities of speech and gait. The patient had suffered progressive dysarthria, increased choreiform movements and, at admission, was confined mostly to bed with limited periods in a wheelchair. Her mental status was difficult to ascertain because of extreme difficulties of communication.
The drug therapy consisted of diazepam 10 mg, orally thrice daily. The patient's father had died of Huntington's chorea.
On admission the patient had gross choreiform movements. Auscultation of the chest revealed bilateral basilar rales and diffuse, coarse rhonchi. The chest x-ray, e.c.g., and routine haematological and serum biochemical measurements were normal.
Chest physiotherapy and vigorous pulmonary toilet were instituted several days before operation. The patient was premedicated with diazepam 10 mg i.m.
Anaesthesia was induced with the i.v. administration of 400 (xg fentanyl in four equally divided doses. At this point choreiform movements stopped, and breathing was regular at a rate of 12 b.p.m. Diazepam 15 mg i.v. was followed by pancuronium 4 mg i.v. and an endotracheal tube was inserted. Anaesthesia was maintained with 67% nitrous oxide and 33% oxygen. The duration of anaesthesia was 2 h. The total doses were fentanyl 600 (xg, diazepam 20 mg and pancuronium 6 mg. Neuromuscular paralysis was antagonized with the i.v. administration of neostigmine 2.5 mg with atropine 1.2 mg i.v. Spontaneous breathing returned normally and the endotracheal tube was removed without incident.
The course after operation was complicated by a low grade fever (maximum rectal temperature 39.2 °C), which was thought to be secondary to pneumonia or bronchitis. This was treated successfully with ampidllin. Auscultatory findings did not change from those found before operation and the chest x-ray remained normal. DISCUSSION Davies (1966) suggested that patients with Huntington's chorea might be abnormally sensitive to barbiturates. He described one patient who was anaesthetized on three occasions within 25 days. The first anaesthetic consisted of premedication with papaveretum and hyoscine, induction with thiopentone and maintenance with nitrous oxide and trichloroethylene with gallamine for myoneural blockade. The return of spontaneous respiration was greatly retarded and the period immediately after operation was complicated by episodes of generalized tonic spasms and deep cyanosis. The second anaesthetic was similar to the first but gallamine was not given; similar postoperative respiratory depression, tonic spasms and episodes of cyanosis were encountered. The third anaesthetic was very brief and consisted of premedication with papaveretum and hyoscine, induction and maintenance with nitrous oxide and diethyl ether. Recovery from anaesthesia "was normal on this occasion. Gualandi and Bonfanti (1968) suggested that patients with Huntington's chorea might be unduly sensitive to depolarizing muscle relaxants. They reported one patient who was anaesthetized twice in one week. On the first occasion, the anaesthetic consisted of premedication with pethidine, atropine and haloperidol, induction with droperidol and maintenance with fentanyl and nitrous oxide. Recovery after operation was normal. On the second occasion, the anaesthetic management was similar to the first except for the addition of suxamethonium for muscle relaxation. Following this anaesthetic, the patient was apnoeic for 2 h but subsequently recovered normally. No mention was made in this report of any familial incidence of abnormal pseudocholinesterase in this patient's relatives.
Our two case reports describe the successful management of myoneural block with pancuronium and of anaesthesia with nitrous oxide-narcotic and nitrous oxide-halo thane techniques. These drugs should be able to provide all the anaesthetic requirements for patients with Huntington's chorea who require surgery. We present this report in the hope of stimulating further reports to enlarge the known experience of anaesthesia in these patients. 
ANESTHESIE ET CHOREE D'HUNTINGTON

SUMARIO
Se anestesiaron con exito dos pacientes que sufrian de corea de Huntington mediante una tecnica que incluyd tiopentona, oxido nitroso, y ya fuera un analgesico narcotico o haJotano; se empleo pancuronio para el bloqueo mioneural.
As a hypotensive agent sodium nitroprusside has much to recommend it: rapid onset of action, direct relaxation of vascular smooth muscle, predictable and easy control of blood pressure, relative absence of toxicity in the usual dose range, and a short-lasting effect. Not to mention a reputation for being highly effective.
Use of this valuable drug, although increasing in the last few years, has been somewhat problematical due to the lack of a standard and acceptable pharmaceutical presentation. This has been a matter of concern for doctors and pharmacists alike. It has also been a matter of concern for Roche. So much so that we decided to devote our resources to solving this problem. Happily, our efforts have been successful and we are pleased to announce that the need for a standard formulation of sodium nitroprusside can now be met-with Nipride.
Nipride
The new Cape TTL Ventilation Failure Alarm is designed for use with intensive care ventilator systems. It provides audible and visual alarms if inflation pressures deviate from pre-set high and low limits. In addition it gives warning of mains electrical failure.
The use of advanced electronic circuit design and careful selection of components provide an efficient, reliable and robust unit to meet the high standards required for modern intensive care svstems.
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